MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH < 5 R /—62=066813
%Jrimw Registration District No.s._d__z__.é_--aegismr's No. __é-z. ______

IPANTMENT OF PUBLIC HEALTH AND WELFARR

£ AMENDED Rege b EXTO NFEB-1-+ :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence before
8 a. COUNTY Jackson a. STAYE Mis Souri b. COUNTY Jackson admission)
% b. CcIJYRY {if outside corporate limits, give TOWNSHIP only) Length of stsy in 1b €. Cé';? Inside Limits
g 1own Independence 60 years own Independence YeXd no O
< <. FULL NAME OF (If NOY in hospltal, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
—] E HOSPITAL OR y N ADDRESS v N
| & WSTHUTION. 1006 So. Liberty g N0 1006 So. Liberty =0 iy
) 3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or print) OF
= Carl Masten DEATH Feb. 3 1962
5. SEX 6. COLOR OR RACE 7. Married fyy Never Married [J [8. DATE OF BIRTH | 9- AGE (last birthday} T‘OUN:“ ‘D"E“? 'HF UNDER i\‘ HR
) i Di el nths ays olrs in.
Male White Widowed [} ivorced [ 12"18‘1887 74
] 10a. USUAL OCCUPATION (Give kind of weork done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
| durlngcraoll.?;fe;oégng life, even if retired) Woodworking Nebraska USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
— Marvin Masten Marg Schiffner Naomi Masten
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
1 (Yes, no, ar unknowa) [ (I yes, give war or dates of servig . .
o T e Naomi Masten 1006 So.Liberty Indep.Mo.
— [ 18. CAUSE OF DEATH (Entar only one cause per line INTERVAL BETWEEN
MZ-l PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
—2 15 15 IMMEDIATE CAUSE (o) _(CARDIAC Pl the URE BL Aduns.
o U
— Q
< Pa Conditians, if any, DUE TO (b} A AL Dz corn LA E 7 ON 72 _AASAITHS
- [ord which gave riss to
— % above cauze ({a),

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

STATE FILE NUMBER

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

MEDICAL CERTIFICATION

stating the under-

Ped R OEr S FE4n®

DuE 10 () AT ERLLALTERLL

lying cause last.
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related t¢ tha terminat PART Ili. If deceased wes female was
diseaze condition given in PART 1 {a} there a pregnancy in last 90 days.
Ilj Yes I 0 No I [J Unknown
19. WAS AUTOPSY 208, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 1) of item 18.)
PERFORMED? O (m} =]
YES[O NO[E
20c. TIME OF Hou Month, Day, Year
INJURY am,
P

20d. INJURY OCCURRED
WHILE AT WORK

|
NOT WHILE AT WORK [

20e. PLACE OF {NJURY (e.g., in or shout heme,
farm, factory, street, office bidg., ex.)

20f, CITY, TOWN, OR LOCATION

COUNTY STATE

Death octurred at

- ' e
21. | attended the decaased fmm_Ml_éz,—.LM——, tam_._\l)_Mnd last saw :ie;alive onm_ﬂz_

on the data stated above, snd to the best of my knowledge, from the causes stated.

22a. SIGNATU) (Degree or title) 22b, ADDRESS ) 22¢c. DATE SIGNED
M m._ 0.0 2205 W.LexiAaToN, INOEL Mp | 52-F~F2
23a. BURIAL, CREMATI . | 238, DATE ™~ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
REMOVAL (Speci;?‘ ]
Burial 2-5=62 Mound Grove Cemetery Independence, Missouri

24, FUNERAL DIRECTOR

G

eo

ADDRESS

Independence,

{Licansed Embalmer’s Ststement on Reverse Side}

Mo,

25. DATE RECD. BY LOCAL REG.

'Z..

-

L |

26, zGISTkAR'S SI?TURE s
- r"



2295 & Ly ' -

.

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signe
Signature of Student Embalmer

Licensed Embalmer Neﬂ.&L

P. O. Addres

Note: The above MUST BE SIGNED BY THE UICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




